Results:
Two hundred ten (20.9%) patients reported one or more psychotic symptoms, most commonly auditory hallucinations. There was an inverse correlation between family income and the prevalence of psychotic symptoms and a positive association between prevalence and Hispanic ethnicity. Compared with patients without psychotic symptoms, patients with psychotic symptoms were significantly more likely to have major depression (42.4% versus 12.6%), panic disorder (24.8% versus 4.0%), generalized anxiety disorder (38.6% versus 8.4%), and alcohol use disorder (12.9% versus 5.0%). They were also more likely to report current suicidal ideation (20.0% versus 3.5%), recent work loss (55.0% versus 35.6%), and marital distress (28.6% versus 13.0%). Approximately one-half of the patients with psychotic symptoms (47.6%) had taken a prescribed psychotropic medication during the last month.
Conclusions: Psychotic symptoms were highly prevalent in this primary care practice. These patients were at risk for several common mental disorders and often reported impaired work and social functioning. Future research should clarify the extent to which psychotic symptom reports among Hispanic patients are affected by culturally patterned idioms of distress. Clinicians who work in primary care practices that serve low-income patient populations should routinely inquire about psychotic symptoms. Psychot ic symptoms occur in a variety of psychiatric disorders (e.g., schizophrenia, bipolar disorder, major depression with psychotic features, and substance-induced psychotic disorders) and general medical conditions (e.g., thyrotoxicosis, multiple sclerosis, acute intermittent porphyria, and brain tumors). In addition, a significant proportion of the general population reports a history of psychotic symptoms in the apparent absence of well-defined psychiatric disorder or general medical illness (1) (2) (3) .
Uncertainty surrounds the clinical and nosologic status of psychotic symptoms identified with screening instruments or structured diagnostic assessments (4) . Without information concerning the context of the symptoms, it may be difficult to distinguish clinically significant psychotic symptoms from momentary cognitive misperceptions, culturally sanctioned religious experiences, or respondent misunderstandings that do not represent mental illness. However, individuals who endorse psychotic symptoms on screening interviews have been found to have higher rates of psychiatric hospitalization and several mental disorders (2, 5) . Especially within cross-cultural samples, additional information may be required to distinguish true psychotic states from culturally patterned "idioms of distress." These expressions of mental and emotional suffering, which arise in response to adversity, may be based on dissociative processes and supernatural illness attributions and are easily confused with psychotic illness (6).
Very little attention has been devoted to understanding the occurrence and clinical significance of psychotic symptoms among primary care patients. Although considerable effort has been devoted to characterizing mood, anxiety, and substance-related disorders in primary care populations (7) (8) (9) , research on psychosis in primary care remains scarce (5, 10, 11) . Two studies suggest that schizophrenia and related disorders are rare in primary care clin-ics (0.4% to 1.0%) (10, 11) . However, psychotic symptoms may be far more common (5) . At one internal medicine group practice serving a middle-class patient population, 3.7% of adult patients reported experiencing one or more psychotic symptoms. These symptoms were strongly associated with functional impairment as well as mood, anxiety, or substance-related disorders (5) .
Community surveys consistently demonstrate an inverse relationship between income and risk of mental disorders (12, 13) . Moreover, psychotic disorders occur disproportionately among people who are poor, are unemployed, or have little formal education (1, 14) . Some evidence further indicates that psychosis is more common in urban than rural populations (15) (16) (17) . For these reasons, we examined the frequency, type, and distribution of psychotic symptoms in an urban general medicine practice serving a low-income patient population. We hypothesized that psychotic symptoms would be highly prevalent in this setting.
Most of the patients served in this general medicine practice are immigrants from Latin America, particularly from the Hispanic Caribbean. Idioms of distress associated with spiritual beliefs and practices common in Caribbean cultures may complicate the interpretation of selected psychotic symptoms in these cultures. For example, reports of auditory, visual, and tactile misperceptions in the context of affective disorders have resulted in a misdiagnosis of schizophrenia or other psychotic illness in epidemiological (18) and clinical (19, 20) samples of Hispanics. Belief in the "evil eye" and the disembodied power of envy as explanations for misfortune (21) , as well as santería and espiritista practices of spirit possession and definitions of distress as spirit intrusion (22, 23) , may prompt individuals to endorse items intended to detect paranoid delusions, thought insertion, and delusions of control, respectively. To help distinguish the extent to which items from a psychotic symptom screening interview represent normal religious experiences as opposed to impaired psychological states, we examined the relationship between self-reported psychotic symptoms and work, social, and family functioning. We also explored the relationship between endorsing psychotic symptoms and psychotic disorders to help clarify the extent to which reported symptoms may reflect nonspecific idioms of distress rather than clear evidence of psychotic illness.
Method
This study was conducted at the Associates in Internal Medicine, the faculty and resident group practice of the Division of General Medicine at the College of Physicians and Surgeons of Columbia University. The practice serves approximately 18,000 patients each year from the surrounding northern Manhattan community. The patients are predominantly low-income immigrants from the Dominican Republic and Puerto Rico. All forms were translated from English to Spanish and back-translated to identify and correct translational inconsistencies. This study was approved by the relevant institutional review boards before the start of data collection.
Protocol and Patient Recruitment
A systematic probability waiting room sample of adult primary care patients with scheduled appointments were invited to participate in the study. Eligible patients were between 18 and 70 years of age, had made at least one previous visit to the practice, could speak and understand Spanish or English, and were scheduled for face-to-face contact with their primary care physician. Patients were excluded from the study if their current general health status prohibited completion of the survey forms. Patients who were judged actively suicidal or homicidal were also excluded from the study, and appropriate emergency care was provided. Only patients who provided written informed consent after having had the study fully explained to them were enrolled.
A total of 3,427 patients were prescreened; 1,264 met study eligibility criteria. The most common reasons for exclusion were patient age (N=940, 43.5%) and not having a scheduled visit with a primary care physician (N=672, 31.1%). Of the 1,264 who met eligibility criteria, 1,005 (79.5%) consented to participate in the study.
A systematic one-third random subsample of the first 813 participating patients (N=271) was selected for the diagnostic substudy described later in this article. The selected and nonselected patients did not differ significantly with respect to mean age, gender distribution, racial/ethnic background, family income, or educational attainment. Most of the selected patients agreed to participate in the substudy (N=223, 82.3%). Those who agreed to participate did not significantly differ from those who refused with respect to mean age, gender, racial/ethnic background, or family income. However, patients who participated in the substudy had a higher level of education than those who were selected but refused to participate (Mann-Whitney z=-2.8, p= 0.005).
Diagnostic Substudy
The patients in the random sample (N=223) were assessed within 1 week (mean=4 days) of the index medical visit. These patients were assessed with the psychotic disorders section of the Composite International Diagnostic Interview (24) (N=211) and the borderline personality disorder section of the Structured Clinical Interview for DSM-IV Axis II Personality Disorders (SCID-II) (25) (N=218). The diagnostic interviews were conducted by bilingual and bicultural master's and doctoral level mental health professionals who were blind to the results of the assessment completed in the clinic waiting room. They received a 4-day training course on the administration of the Composite International Diagnostic Interview and SCID-II that included monitored interviews and expert reevaluation.
Sociodemographic and Clinical Assessment
At study intake, the full sample of patients (N=1,005) completed a patient history form to assess their age, sex, race/ethnicity, marital status, family income, educational achievement, and self-rated overall health (excellent, very good, good, fair, or poor). The history form also included current major depressive disorder, current panic disorder, current generalized anxiety disorder, and past year alcohol sections of the Patient Health Questionnaire for the Primary Care Evaluation of Mental Disorders (DSM-IV version) (26) . A drug use disorder module, patterned after the Patient Health Questionnaire for the Primary Care Evaluation of Mental Disorders alcohol use disorder module, was also administered to the patients. Disability was measured with the 10-point self-rated family life/home responsibilities and social life items from the Sheehan Disability Scale (27, 28) (0=none, 1-3=mild, 4-6=moderate, 7-9= PSYCHOTIC SYMPTOMS marked, 10=extreme). Three subjects did not answer any of the Sheehan Disability Scale items. Because only 199 (19.8%) of the patients were gainfully employed, the Sheehan Disability Scale work item was not used in the following analyses. Modified items from the Social Adjustment Scale (29) were used to evaluate how patients were getting along with family members (very well, well, poorly, or very poorly). Ratings of poorly or very poorly were considered indicative of family distress. Work loss (yes or no) was assessed by asking whether during the past month patients had lost one or more days of work or school or had been unable to do housework or other regular activities. Self-perceived emotional health was measured on a 5-point Likert response scale: poor, fair, good, very good, or excellent. Patients were also asked a series of questions concerning professional treatment that they may have received for an emotional or mental problem.
Psychotic Symptoms
To assess psychotic symptoms, the Mini International Neuropsychiatric Interview (30) , which includes 10 questions related to psychotic symptoms, was administered by a bilingual lay interviewer. The questions probe lifetime occurrence of paranoid delusions, delusions of control, delusions of reference, thought insertion, thought broadcasting, and auditory and visual hallucinations. Positive responses regarding any of the symptoms are followed up with a question to determine whether the symptoms are currently present. In the following analyses, patients were classified as having psychotic symptoms if they currently had at least one of the 10 psychotic symptoms.
Statistical Methods
Comparisons between patients with and without psychotic symptoms on categorical variables were made with the chisquare test, except when an expected cell size fell below 5, in which case Fisher's exact test was used. Student's t test was used for comparisons involving continuous variables, and the MannWhitney test was used for comparisons involving ordered categories. Multiple linear regression controlling for age, sex, race, DSM-IV disorders (defined by using the Patient Health Questionnaire for the Primary Care Evaluation of Mental Disorders), and drug use disorders was used to model the association between psychotic symptoms and Sheehan Disability Scale scores. Logistic regressions controlling for various covariates were used to model associations between psychotic symptoms and DSM-IV disorders, substance use disorders, suicidal ideation, and psychiatric hospitalizations.
Results

Demographic Characteristics of the Study Sample
Approximately three-quarters (N=735, 73.1%) of the patients identified themselves as of Hispanic origin. Spanish was the primary language for two-thirds of the sample (N= 660, 65.7%). Approximately seven in 10 (N=723, 71.9%) were born outside of the mainland United States, most commonly in the Dominican Republic (N=523, 52.0%), Puerto Rico (N=94, 9.4%), Cuba (N=33, 3.3%), or Ecuador (N=12, 1.2%). Study patients were poor and had little formal education. A vast majority (N=867 of 998, 86.9%) reported that their total annual family income in 1998 was less than $12,000. Most had not completed high school (N=612, 60.9%).
Psychotic Symptoms
Two hundred ten (20.9%) of the 1,005 patients reported one or more current psychotic symptoms. Among these patients, the most commonly reported psychotic symptoms were auditory hallucinations (N=128, 61.0%), a belief that others were spying on or following the patient (N=107, 51.0%), and visual hallucinations (N=104, 49.5%). Other common symptoms included a belief that people were plotting or trying to poison the patient (N=69, 32.9%), the experience of hearing other people's thoughts (N=69, 32.9%), thought insertion (N=67, 31.9%), or thought broadcasting (N=65, 31.0%). Less commonly, these patients reported a belief that people were secretly testing or experimenting on them (N=46 of 208, 22.1%) and delusions of reference (N=47, 22.4%) or control (N=39 of 209, 18.7%). The mean number of lifetime psychotic symptoms reported by patients with current psychotic symptoms was 3.5 (SD=2.4).
A majority of patients in both study groups were middleaged, female, not currently married, and spoke Spanish as their primary language (Table 1) . Compared with patients without psychotic symptoms, those with psychotic symptoms were more likely to be Hispanic (χ 2 =4.7, df=1, p=0.03), to be separated or divorced, to have 8 or fewer years of formal education, to have a lower family income, and to report that Spanish was their primary language. There were no other significant group differences in basic sociodemographic characteristics. The rate of psychotic symptoms was 23.7% (N=104 of 439) among individuals with annual family incomes below $6,000 and 12.1% (N=8 of 166) for those with annual family incomes of $18,000 or more.
Psychotic Symptoms and Mental Disorders
A substantial proportion of patients with psychotic symptoms met criteria for one of the mental disorders (Table 2). After controlling for the potentially confounding effects of age, sex, race/ethnicity, and primary language, we found that patients with psychotic symptoms were significantly more likely to meet criteria for each of the assessed mental disorders except drug use disorders. Specifically, after we controlled for the demographic covariates, patients with psychotic symptoms were 7.5 times more likely (95% confidence interval [CI]=4.6-12.0) to have panic disorder, 6.6 times more likely (95% CI=4.5-9.6) to have generalized anxiety disorder, 4.9 times more likely (95% CI=3.4-6.9) to have major depressive disorder, and 3.0 times more likely (95% CI=1.7-5.1) to have an alcohol use disorder (Table 2 ).
In the diagnostic substudy, three (7.1%) of 42 patients with current psychotic symptoms and three (1.9%) of 159 patients without current psychotic symptoms according to the screening interview met Composite International Diagnostic Interview DSM-IV criteria for lifetime psychotic disorder (p=0.11, Fisher's exact test). Borderline personality disorder was quite common among the patients with current psychotic symptoms (N=10 of 47, 21.3%) and uncommon among those without current psychotic symptoms (N=4 of 171, 2.3%) (χ 2 =22.0, df=1, p<0.0001).
Impairment
Patients with psychotic symptoms reported significantly greater impairment in work, family, and social functioning than patients without psychotic symptoms (Table  2 ). More than half (N=115, 55.0%) of the 209 patients with psychotic symptoms for whom data were available stated that during the past month they had missed 1 or more days of work. Patients with psychotic symptoms were significantly more likely to perceive themselves as having poor emotional health and report marital distress and parent or child problems than were patients without psychotic symptoms.
The mean Sheehan Disability Scale scores of patients with psychotic symptoms were significantly greater than those of patients without psychotic symptoms, indicating greater impairment in social and family function ( Table 2) . A significant correlation between psychotic symptoms and Sheehan Disability Scale score persisted after we controlled for major depression, panic disorder, generalized anxiety disorder, substance use disorders, and the demographic covariates in a multiple linear regression (partial r=0.180, df=989, p<0.0001).
Suicidal Ideation
More patients with psychotic symptoms (N=42, 20.0%) than patients without psychotic symptoms (N=29, 3.7%) reported current suicidal ideation (χ 2 =67.5, df=1, p<0.0001). After controlling for each of the mental disorders (major depression, panic disorder, generalized anxiety disorder, alcohol use disorder, and drug use disorder) and demographic covariates, we found that psychotic symptoms remained significantly correlated with suicidal ideation (odds ratio= 3.4, 95% CI=1.9-6.1).
Mental Health Care
Patients with psychotic symptoms were more likely than patients without psychotic symptoms to have received inpatient and outpatient mental health care (Table 2 ). In a logistic regression model, psychotic symptoms remained significantly associated with a history of psychiatric hospitalization after we controlled for the mental disorders and demographic characteristics (odds ratio=2.0, 95% CI=1.3-3.1).
Approximately half of the patients with psychotic symptoms (N=100, 47.6%) reported having taken a prescribed psychotropic medication within the last month. The most common class of psychotropic medications was antidepressants (N=77, 77.0%), followed by hypnotics (N=65, 65.0%), anxiolytics (N=44, 44.0%), antipsychotics (N=16, 16.0%), and mood stabilizers (N=1, 1.0%).
Psychotic Symptoms and Impairment
Patients with current psychotic symptoms varied in the number of lifetime psychotic symptoms they reported. Across four measures of impairment, higher numbers of lifetime psychotic symptoms were related to higher rates of poor health ( Figure 1 and Figure 2 ).
Discussion
We found that approximately one in five adults in an urban general medicine practice that serves a low-income population reported that they were currently experiencing one or more psychotic symptoms, most commonly auditory hallucinations. This is greater than five times the rate (20.9% versus 3.7%) reported from an earlier study (5) of a middle-class sample (Kaiser Permanente, Oakland, Calif.) receiving care in a private prepaid internal medicine group practice that used the same psychosis screening interview.
Primary care patients with psychotic symptoms in both studies were highly impaired in self-reported work, social, and family functioning. Despite the marked difference in prevalence, the clinical profiles of psychotic patients from the two studies were remarkably similar. Similarities were observed in the rates of suicidal ideation (20.0% in the current study versus 21.6% in the Kaiser study), recent work loss (55.0% versus 54.1%), fair to poor emotional health (71.4% versus 73.0%), and mean Sheehan Disability Scale social life item score (3.8 versus 4.1). This consistency across studies suggests that the psychotic symptom screening interview identified groups with similar degrees of impairing psychopathology in the two practices. It also casts doubt on the hypothesis that the high rate of endorsed psychotic symptoms in the current study was attributable solely to widespread mischaracterization of normal cultural practices as psychopathology. If the endorsement of psychotic items in the current study was strongly related to sanctioned religious beliefs, we would not expect similar levels of impairment in the two studies.
The risk of psychotic symptoms was inversely related to total family income. In the current study, the rate of psychotic symptoms was 23.7% among individuals with annual family incomes below $6,000 and 12.1% for those with annual family incomes of $18,000 or more. In the predominantly middle-class Kaiser sample, there was also a strong inverse relationship between income and risk of psychotic symptoms; in that study, patients in the lowest income group (<$15,000/year) were far more likely to re- port psychotic symptoms than patients in the highest income group (≥$40,000/year) (12.1% versus 0.9%) (5) . In other words, the highest income group of the current study and the lowest income group of the Kaiser study had a similar prevalence of psychotic symptoms. Because findings from both studies are cross-sectional, the results do not address the issue of the causal relationship between psychotic symptoms and poverty.
Patients endorsing psychotic symptoms in the current study were more likely to be Hispanic and to speak Spanish as their primary language. This raises the possibility that cultural factors may also be contributing to the elevated prevalence of psychotic symptoms in this sample. Low-income Caribbean Hispanics tend to report auditory, visual, and tactile misperceptions during depressive and anxiety states and may attribute psychopathology to forms of spiritual influence (18, 23, 31) . The folk labels for these experiences are widely known in Caribbean cultures (e.g., celajes [glimpses], shadows, "hearing your name called"), and their assessment is part of folk healing practices (22) . Hispanic patients may reveal these idioms of distress during clinical evaluations and be misdiagnosed with hallucinations or delusions. This was found to be the case in the clinician validation of the National Institute of Mental Health Diagnostic Interview Schedule (DIS) in Puerto Rico (18, 32) . Lay interviewers using the DIS tended to misdiagnose perceptual alterations and spiritual beliefs as psychotic symptoms. This resulted in an undercount of dysthymic disorder (4.7% versus 7.5%) when it occurred in the context of low-grade depression, since the DIS excludes dysthymia in the presence of psychosis (18, 32) .
It is difficult to determine the clinical significance of psychotic symptoms per se that are identified through screening interviews, especially in cross-cultural samples. Although data from the diagnostic substudy suggest that few of these patients meet formal criteria for a psychotic disorder, many are nonetheless substantially impaired.
The risk of impairment tends to increase with an increasing number of reported lifetime psychotic symptoms. However, it is unclear whether the impairment is attributable to the presence of low-grade psychosis in these patients or to a tendency among Hispanic subjects to report certain idioms of distress that have a general association with psychopathology on an instrument intended to capture psychotic symptoms. Both factors may well be contributing independently to the high rate of psychotic symptoms in this sample.
Disentangling these possibilities will require additional clinical and cultural data. It would be useful to have contextual information concerning the timing of symptom onset, the duration and persistence of symptoms, whether or not the symptoms are pervasive, and the extent to which the psychotic symptoms intrude in daily life and adversely influence behavior. In addition, ethnographic data would be required, such as on the community's assessment of the normality of the symptoms, their perceived causation, and their connection to folk healing practices and spiritual beliefs. Other Caribbean idioms of distress should also be assessed, such as ataque de nervios (attack of nerves), a fit of intense emotionality and loss of control precipitated by stressful events. Ataque is nonspecifically associated with mood and anxiety disorders, is often characterized by dissociative symptoms, and has been associated with perceptual distortions in a primary care sample in rural Puerto Rico (31, 33) .
Rates of panic disorder, generalized anxiety disorder, major depression, alcohol use disorder, and borderline personality disorder were high among the primary care patients with psychotic symptoms in the current study. Primary care physicians, especially those who work in economically disadvantaged areas, should be aware of these associations. Careful clinical assessment will be required to determine in each case the treatment relevance of these symptoms. The detection of psychotic symptoms in pa- 
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tients with known nonpsychotic mental disorders may have important implications for treatment. For example, major depression without associated psychotic symptoms often responds to an antidepressant medication alone, but major depression with psychotic symptoms responds more favorably to a combination of antipsychotic and antidepressant medications than to either medication alone (27) . However, there is little clinical literature to guide the treatment of low-grade psychotic symptoms, particularly when they occur in the absence of a well-defined mental disorder. The use of the older antipsychotic medications in patients with affective disorders may be associated with a greater risk of tardive dyskinesia (34) .
Approximately one-half of the patients with psychotic symptoms reported having taken a psychotropic medication during the past month, and roughly one-third reported having made a mental health visit. These findings raise concerns over unmet needs for mental health care. Whether these symptoms indicate the presence of psychosis or are nonspecific idioms of distress, concern is underscored by the observation that psychotic symptoms were independently related to recent suicidal ideation, Sheehan Disability Scale impairment ratings, and psychiatric hospitalization.
This study has several limitations. First, a substantial percentage (21%) of eligible patients who were approached refused to participate in the study. Second, some of the data, particularly concerning psychotropic prescriptions, are of uncertain reliability because they are based on patient self-report. In addition, only limited information is available on the validity of the diagnostic instruments in Spanish-speaking populations with limited formal education (35) . Third, no information was available on the rate of posttraumatic stress disorder. This disorder is common in low-income primary care populations (36) and is often complicated with psychotic symptoms (37, 38) , an association that appears to be higher among Hispanic than nonHispanic clinical samples (39, 40) . Information was also not available concerning histrionic personality disorder, which may contribute to psychotic response tendencies (41) . Fourth, translation of the psychosis screening interview may have introduced subtle inconsistencies in the Spanish and English versions that affected response patterns. However, the interviewers were all bilingual and of Hispanic ancestry. Fifth, information was not available on citizenship status. The experience of being an undocumented migrant might help to explain thoughts of being spied upon. Sixth, the extent to which these findings may be safely generalized to more traditional primary care practices remains unknown.
In conclusion, psychotic symptoms were highly prevalent in this urban general medicine practice, particularly among Hispanic patients. The work, family, and social functioning of patients who reported psychotic symptoms was significantly impaired. Although many patients met criteria for a nonpsychotic mental disorder, few had recognized psychotic disorders or received antipsychotic medications. Without additional information, it is premature to conclude that simply endorsing psychotic symptoms during a screening interview defines a mental disorder. Future research should explore the possibility that this response pattern may be affected by Caribbean Hispanic idioms of distress that have a nonspecific association with different psychiatric disorders. However, the remarkably high prevalence of this response pattern and its strong association with suicidal ideation and functional impairment should alert clinicians who work in primary care clinics that serve low-income populations of the need to routinely inquire about the presence of psychotic symptoms.
